In recent years, the lexicon of terms for the delivery of care to people with chronic obstructive pulmonary disease (COPD) has enlarged rapidly. We hear about integrated care, care pathways, case management and models of care as well as schemes for admission avoidance, early discharge, and self management. These are all clearly welcome advances, since a decade ago we would only be concerned with whether a patient could take their inhaler correctly. We are now quite correctly concerned with the way in which acute and chronic care is delivered to the patient to provide the highest quality and most cost-effective provision for one of the most common and debilitating chronic diseases. A number of descriptors for the structures of chronic care management for COPD have appeared, which have the potential for confusion of terms. Such terms and concepts may also have different meanings in different countries or health economies. Although it is encouraging to see development in this area, it is also perhaps time to take stock of the situation and agree on some definitions of terminology, particularly with regard to "integrated" care. There are at least three situations where the term "integrated care" has been applied to the management of COPD.
The dictionary definition of integration is to "combine to form a whole." The most common application of this concept to COPD is the notion that community and hospital services should work together to maintain health and prevent unnecessary hospital admissions. This would seem an obvious approach, but quite often primary and secondary care is disconnected. In an ideal system, the patient with COPD will be diagnosed and managed in the community and referred for specialist advice if there is diagnostic doubt or difficulty in management and when hospital admission is required. The introduction of a locally agreed integrated care pathway (ICP) would help facilitate such an approach by guiding health professionals and patients through the process. The ICP is, therefore, a document that sets out what is expected, a flow chart that can be followed by the health professional to ensure that appropriate referrals are made at the correct stage. The "model of care" for chronic disease management was described by Wagner. 1 The principle of this structured approach to chronic disease recognizes that a different attitude is necessary to overcome the failures of the traditional medical model of serial crisis management. In this model, there is a productive interaction between the skilled health professional and the knowledgeable patient. This interaction is backed up by clinical guidelines, information systems, and a local organization for case management. Patient education is a key feature of chronic disease management and is augmented by a degree of autonomy which is defined by a "selfmanagement plan." Such a plan can include a "care plan" that outlines what the patient can expect from the health professional as well as an "action plan" that describes what the patient should do when faced with an exacerbation. Most health economies have become concerned about the small proportion of people with COPD who require hospital admission for exacerbations. These patients have generally more advanced disease and become increasingly costly toward the end of their illness. Several strategies have developed to reduce the impact of these high-cost patients. Hospital admission is never a desirable thing; so active "case management" that concentrates resources on the vulnerable patients may be a solution. In this regard, supervision by outreach multi-disciplinary services combined with pulmonary rehabilitation may prevent the hospital admission. [2] [3] [4] If the latter is unavoidable, then nurse-led early discharge support services may limit the time in hospital and reduce future readmissions. 5 There is another view of integrated care that differs from the logistical re-organization of services. In some countries, the different aspects of medical care of patients with COPD may be fragmented. For example, the specialist care of people with COPD may be provided by the pulmonologist, whereas the rehabilitation may be provided by another medical specialist. This view of integrated care encourages the holistic provision of the components of care. 6, 7 The treatment of COPD requires a number of approaches including pharmacological therapy, nutritional advice, rehabilitation, consideration for surgery, oxygen therapy, and selfmanagement education. Specialists in COPD should bring together all the aspects of COPD care to deliver them as a continuum from diagnosis to death. Such a framework also recognizes that, in the absence of substantial disease modification, palliative care is an important part of ongoing management. In some countries that already have coordinated care or national strategies for COPD, this may all seem rather obvious. However, in other countries where the emphasis is on separate contacts with health care professionals, the concept of a comprehensive or patient centered approach may still appear radical.
The final concept of integrated care is well illustrated by the article from Howard, et al. 8 published in this issue of Chronic Respiratory Disease. This article describes a multi-disciplinary, chronic disease management model that can be applied in common to three different chronic diseases. The health care burden of a number of chronic diseases like COPD, cardiac failure, or diabetes is similar. In addition, many of the patients will have more than one condition. Because the problems of each disease overlap to some extent, it makes sense to provide a model of chronic care and rehabilitation that makes an economy of scale by combining resources. The provision of generic exercise rehabilitation for dyspnea for COPD and heart failure is possible. The educational challenges of diabetes also need to be addressed in COPD. These authors have shown that a cross cultural approach to these three common diseases is possible and may have an impact on health care utilization. COPD is rapidly becoming less of a single problem. There is much to think about here where the combination of an aging population with multiple co-morbidities may require a combined (or integrated) approach to common chronic disease management.
There have been many recent advances in the delivery of evidence-based care to patients with COPD. This is to be applauded wholeheartedly. However, before we rush off and bamboozle ourselves with terms that we think we understand we should probably take stock. A case of the emperor's new clothes may be imminent if we do not agree or understand the terminology.
